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The Treatment of XWar Injuries
'By A PANEL OF MILITARY AND CIVIL SURGEONS
TREATMENT OF FACIO-MAXILLARY INJURIES
I. LIFE-SAVING MEASURES: FIRST-AID.
(A) (i) PrevenItion of Suffocation caused by falling back of tongue, or blood in
upper respiratory passages.
(a) Pull tongue forward.
(b) Hold head forward if walking.
(c) Carry face downwards if on stretcher.
(ii) Arrest of Hamorrhage.
(a) Posture: sitting.
(b) Plugging.
(c) Digital pressure: get bleeding-point if possible between finger and
thumb outside.
(iii) Treatment of Shock.
(a) Warmth.
(b) Fluid: feeding-cup or catheter. Catheter through nose.
(c) Relief of pain.
PRELIMINARY TREATMENT.
(B) (i) Injection of A.T.S. 3 c.c., i.e., 3,000 units.
(ii) Irrigation warm soda bic. 4 per cent., or normal saline.
(iii) Removal of completely detached teeth, bone, or f.b's. Loosened teeth
must not be touched unless dangerous.
(iv) Support of jaw, e.g., barrel bandage, elastoplast strapping.
(v) Four-tailed bandage must not be used. Apply sterile surface-dressing,
preferably saline pack.
(vi) It may be necessary as an emergency measure to do laryngotomy or
tracheotomy.
II. HOSPITAL TREATMENT.
(A) SURGICAL AIM: (i) Mitigation and obliteration of deformity.
(ii) Restoration of normal functional contour.
(B) DENTAL AIM: Maximum masticating efficiency dependent on:
(a) Bony foundation.
(b) Retention of natural teeth in occlusion.
In order to attain the above, it is imperative that the surgeon and dental-surgeon
work in close collaboration both before and during further treatment.
(C) PRE-OPERATIVE TREATMENT.
(i) Revision of first-aid measures.
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(a) Number and direction of fractures.
(b) Location of f.b's.
(c) Teeth directly involved or likely to be involved.
(d) Presence of roots or fillings in fracture-line. X-ray films usually
necessary :-A.P. and two laterals; 300 and 900 occipito-mental
for nasal and maxillary; rotated views of lower jaws to include
temporo-mandibular joints; dental films. Particular attention to
regions of condyles.
(iii) Photographs if possible.
(D) OPERATION.
(1) Choice of Anasthetic.-Ideal anwesthetic is endo-tracheal G.O.E. through
nasal catheter, which may be preceded by pentothal induction. If technical
difficulties render this impossible, e.g., gross destruction maxilla, continuous
pentothal either directly or through saline drip if in use.
(2) Time of Operation.-Operate as early as is possible, compatible with shock,
as primary healing may be obtained if sutured within twenty-four hours.
(3) Operative Technique.-(A) SURGICAL.
(i) Clean wounds with wet saline gauze, and irrigation and currette for
f.b's. Soap and water may be used.
(ii) Excision of wounds unnecessary, except for removal of non-viable tissue
or to make accurate suture of jagged edges possible.
(iii) In wounds without gross loss of soft tissue, suturing should be
attempted up to twenty-four hours, provided there is no tension. If
there be any tension or wound older than twenty-four hours, dress with
saline pack.
(iv) In wounds with gross loss of soft tissue, mucous membrane should be
stitched to the skin-edge without tension. Where there is loss of bone
eventually necessitating grafting, this suturing should attempt to cover
the raw-bone ends. Soft tissue loss should be dressed with saline packs
to encourage the formation of a granulating wound suitable for grafting.
(v) Reduction of fracture of maxilla and facial bones should be carried out
at this stage.
(B) DENTAL.
(i) Avoid damage in introducing Mason's gag or prop.
(ii) Obtain impressions of both jaws if possible with composition and shallow
trays.
(iii) Reduction and immobilisation of fragments.
(a) Interdental wiring if sufficient natural teeth are in occlusion.
(b) Splinting.
(iv) Removal of throat packing before fixing the wire.
(v) Pass suture through mid-line of tip of tongue for control during recovery.
(vi) Drainage.-Adequate dependent drainage must be provided for every
obviously compounded fracture.
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K(E) POST-OPERATIVE.
(i) Sitting posture with macintosh bib.
(ii) Hourly irrigation of mouth fracture-lines, and drainage tubes with warm
4 per cent. soda bicarb.
(iii) Frequent feeds by intra-oral or intra-nasal tube (fluid intake kept up to
six pints in twenty-four hours).
(iv) Lubrication of soft tissues, lips, etc., with liquid paraffin or acriflavine in
glycerine, 1/1000.
(v) Preparedness for secondary haemorrhage from second to twelfth day.
(vi) Co-operation with physician to avoid chest complications.
(F) REMOTE TREATMENT.
(I) Bone Grafting.-At least six months should have elapsed from disappearance of
sepsis. As a general rule, gaps of over 1-5 cm. will require grafting. The
ideal graft obtained from iliac crest. Graft after bending and shaping should
be fixed with stainless steel ligature. Fixation should be firm enough in
four weeks for movement to be allowed.
(II) Plastic Repair.-To be undertaken by specialist plastic surgeons. Except for:
(i) Buccal epithelial inlay, which enables a sulcus to be made between the
cheek and the bone-graft, and so enable a denture to be applied over
this area.
(ii) Excision of scars where the final cosmetic result is not in doubt.
(iii) Thiersch grafting for the less extensive granulating wound.
TREATMENT OF COMPOUND FRACTURES
WITH SPECIAL REFERENCES TO
COMPOUND FRACTURE. OF LOWER LIMB
I. GENERAL FIRST-AID MEASURES.
(1) Treatment of haemorrhage a primary consideration. Avoid unnecessary
tourniquet.
(2) General shock measures.
(3) Alleviation of shock by protection from further risk of exposure, loss of
heat, hunger, fatigue, and fear.
(4) Relief of pain: (a) morphia; (b) immobilisation.
(5) A.T.S.
(6) A gas gangrene serum.
No manipulation or attempted reduction. Pain, is controlled by adequate
immobilisation. The Thomas splint should be used for fracture of femur, knee-
joint, tibia, and fibula, and equally important for extensive wounds of the soft parts.
Clothing should not be removed, and it is not often necessary to take off the boot.
The whole limb must be elevated either on suspension bar or by other means.
The wound.-Sprinkle with iodine. Cover with pad and bandage or shell dressing.
During transport, bandages, slings, and traction device should be frequently
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